EVIDENCE B R I E F
The 1.2 billion adolescents aged 10-19 years around the world make up 16% of the world's population (1). The majority (86%) of adolescents live in developing countries. By the time they are 19 years old, half of adolescent girls in developing countries are sexually active, about 40% are married, and close to 20% have children (2).
There were 21 million pregnancies among adolescent girls aged [15] [16] [17] [18] [19] years in developing countries in 2016; nearly half (49%) were unintended (43% in Asia, 45% in Africa, and 74% in Latin America and the Caribbean) (2). An estimated 12 million girls aged 15-19 gave birth. Additionally, 777,000 girls under the age of 15 gave birth in the same year (3). An estimated 23 million adolescent girls have an unmet need for modern contraception and are at risk of unintended pregnancy (2). About onefifth (21%) of unintended adolescent pregnancies in Asia, and about half of unintended pregnancies in Latin America and the Caribbean (49%) and in Africa (46%) end in unsafe abortion (4).
Early and unintended pregnancy among adolescent girls is influenced by contextual factors at the individual, interpersonal, community, and societal levels. It is also associated with adverse health, educational, social, and economic outcomes that may impose a substantial burden on the economies and health systems of developing countries (1, (5) (6) (7) (8) (9) (10) (11) (12) . Repeat pregnancy amongst adolescents can compound these adverse outcomes (13) .
Interventions that combine demand-creation activities and provision of contraceptive services have the potential to increase contraceptive uptake among adolescents (14) (15) (16) (17) . Both the demand for and supply of contraceptives to adolescents can, however, be negatively influenced by several barriers that require appropriate programmatic responses.
Reducing early and unintended pregnancies among adolescents
POLICY AND PROGRAMME CONSIDERATIONS
Collect, analyse, and use accurate and up-to-date data.
Formulate or revise national laws and policies.
Develop national adolescent sexual and reproductive health strategies.
Implement strategies with careful monitoring.
Conduct periodic programme reviews.
FAMILY PLANNING
Interventions to reduce unmet need for contraception and early and unintended pregnancies among adolescents should be critical components of family planning programmes in developing countries. Table 1 outlines a number of these barriers and responses, and mentions examples of studies and programmes that used some of these approaches to achieve progress in adolescent uptake of contraception in various regions of the world.
For example, Estonia implemented a school-based sexuality education programme that was linked to youth-friendly sexual and reproductive health (SRH) services and ensured a supportive policy environment. Rates of abortion and births to adolescents aged 15-19 years were substantially reduced (18) . Ethiopia achieved remarkable improvements in uptake of modern contraception among adolescents (from less than 10% in 2005 to about 25% in 2011) through the national Health Extension Program (HEP), which involved recruiting, training, and deploying an all-female workforce to provide health information and services at the local level (19) .
CONSIDERATIONS FOR REDUCING EARLY AND UNINTENDED PREGNANCIES AMONG ADOLESCENTS
Five elements must be in place in order to apply the evidence to large-scale, national-level programmes:
1.
Collect, analyse, and use accurate and up-to-date data on health outcomes, contraceptive use and its determinants, programme performance, and adolescent sexuality/ fertility to inform the development of laws, policies and strategies that are responsive to the varying needs of different groups of adolescents based on their social and economic status. For example, nine out of 10 births to girls aged 15-19 occur within marriage (21) . However, in many places, sexually active unmarried adolescents have even higher rates of unmet need for contraception (5). The barriers adolescents face in accessing services are often very different for married and unmarried adolescents.
Complementary strategies to respond to the various needs of different populations should be employed in order to leave no one behind.
2. Formulate or revise national laws and policies that enhance adolescent access to comprehensive SRH services. These include laws and policies to require health workers-in the public, private, and nonprofit sectors-to provide comprehensive SRH services including contraceptive and safe abortion (where permitted) services to adolescents, and those that promote access to skills-based health education, including comprehensive sexuality education. Communicate these laws and policies widely and support their implementation.
3. Develop national adolescent SRH strategies to include evidence-based and context-specific interventions, budgets to deliver the interventions, and indicators to track progress that are disaggregated by age and socioeconomic status.
4. Implement strategies with careful monitoring of activities, and with the input and expertise of key stakeholders including governmental officers at the national and regional level, civil society organizations, United Nations agencies, youth organizations and networks, donor organizations, parents, teachers, and community members 5. Conduct periodic programme reviews to identify lessons learned, build on strengths, and address weaknesses. 
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